MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH . ~  =63=014807

DEPARTMENT OF PUSLIC HEALTH AND WHLFARS
L f STATE FILE NUMBER
é Primary Regi ion District No.'b—vg , Registrars No.- 1’ ! h

Registration District No..
1. PLACE.OF DEATH L - 2. USUAL RESIDENCE (Where deceasad lived. If institution: Residence before
a. COUNTY A udrain a. STATE Mi ssourf' COUNTY Auvdrain admission)

b. CITY {If cutside corporats limits, give TOWNSHIP only) Leagth of stay in 1b e. CITY Inside Limits
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DATE AMENDED

Yer D No OM RR#1l, Laddonia,Mo |
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yaar

{Type or print) OF
Fermelia Jane Brower - DEATH April T7,1963
5. SEX 6. COLOR OR RACE 7. Married 1 Never Married [] [8. DATE OF BIRTH | 9. AGE [last birthdsy) {IF UNDER 1 YEAR | IF UNDER 24 HR

female | white wiened®)  Dheed D 3oy 10, 0848 o5 [BT] By [] M

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHRLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY:

during mos! fworkmg life, even if retired} q;home—gﬁ_ll_au_&y_ﬁo

Housew O,
13a. FATHER'S NAME 13b. MOTHER'S MATDEN NAME 14. NAME OF HUSBAND OR WIFE

Joseph Clements unkown et
15. WAS DECEASED EVER IN V.5, ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT Address

(Yes, no, or unknown) ’ (If yes, give war or dates of servi .
no «W, Brower, Laddonia,Mo
18. CAUSE OF DEAT’H (Enter only one cause per line vorya; o e e INTERVAL BETWEEN
PART |. DEATH WAS CAUSED 8Y: ONSET AND DEATH

IMMEDIATE CAUSE (2) S_Qn / / ; =2 (7:'{’0('(‘

DOCUMENT

which gave rise to
sbove cause [u),
stating the under-
lying cavse last DUE TO (<}

PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net relsted Yo the terminal PART IIL. If decassed was female was
disease rondition given in PART 1 (a) thers a pregnancy in last 90 days..
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19. WAS AUTOPSY 2. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW [NJURY OCCURRED, [Enter natuts of Injury in PART I or PART It of item 18.}
nrompfg? w [m] o [n] '

- |
=
(e}
=
O
LV
o3
<
{*7)
o
<
[a]
o
Q
L]
w
@
v
z
[
rd
O
wn
=
=
w
=
O
Z
w
=
<

20c. TIME_OF Hour Month, Day, Year § -,
INJURY . oasm . v NN
- L pm ‘(_ ' w b s
20d. . INJURY QCCURRED 20w, PLACE OF INJURY (o.g., in or about homs, | 20f. CITY, TOWN, OFk LQOCATION . COUNTY
w WHILE AY WORK farm, factory, street, office bidg., etc.}

NOT WHILE AT WORK []

: : her . ’
21, |.attended the deceased from?\lmw M#me last saw g plive un__ApL_é_’iis—
Death Sccurred  at. 2 w ,'f’ m on the date stated above, and to the best of my knowledge, from the causes stated.
- or title) 22b. ADDRESS . . 22c. DATE/ SIGNED
0' . ’ : : %‘ ddo"ﬂ!i'-ﬂ ﬂ¢'a 4
a. BURI 23c. NAME OF CEMETERY OR CREMATORY " 23d. LOCATION (City, town, or county)™ {State)
QEMOVAI. {Specify) N s .
rial m - A aE/
24. FUNERAL DIRECTOR . J D, V?ﬁl REG. W RAR'S Tu W/
Howard F, Myers, Hellsv:llg.Mo. g 43
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SHOULD READ

CREMATION, | 23b. DJVE

BY AFFIDAVIT OF

ITEM NO,




STATEMENT. BY LICENSED EMBALMER

.l, hereby certify that the body whose name ‘s recordeci on the reverse side of this certificate was embalmed by me,

., Student Embalmer No.

or by

working under my personal supervision.
.____—-——_'—_—._———_

Student_. : ‘
Signature of Student Embalmer

Licensed Embalmer Ng.

P. O. Address.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN, HANDWRlTlNG (Fa![ure to comply

with the sbove constitutes- -grounds for revocation of license).
. If embalmed by a STUDENT, he also- shall slgn in his OWN handwmlng
If this body is not embalmed fact. should be so “stated ‘above.
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